Spontaneous bilateral tubal ectopic pregnancy
Jullien Brady MBBS MRCOG Margaret Wilson MBBS BSc J R Soc Med 2005; 98:120-121 Ectopic pregnancy is still an important cause of maternal mortality. Bilateral tubal ectopic pregnancy is very rare, and is usually the result of an assisted reproduction technique.
CASE HISTORY
A woman aged 26 was admitted after experiencing severe abdominal pain. She had been amenorrhoeic for six weeks and a urine pregnancy test was positive. She and her partner had been trying for conception and this had been achieved spontaneously. There were no risk factors for ectopic pregnancy in her medical history. The pain had been present for five days and had not been associated with any vaginal discharge or bleeding. A sudden increase in pain had prompted her self-referral.
She was mildly tender in the right iliac fossa but on pelvic examination there was no cervical excitation or adnexal tenderness. An early-pregnancy ultrasound scan was requested. After 24 hours on the ward she alerted the staff to a sudden increase in her abdominal pain, and abdominal examination now revealed generalized tenderness with rebound and guarding. At diagnostic laparoscopy, extensive blood was seen within the peritoneal cavity. Neither fallopian tube was clearly visible so a ruptured ectopic pregnancy was diagnosed. Mini-laparotomy, by Pfannenstiel's incision, disclosed a large ruptured ectopic pregnancy with destruction of the left fallopian tube. There also appeared to be a small unruptured ectopic pregnancy in the right fallopian tube. Left salpingectomy and right salpingotomy were performed and histological examination confirmed synchronous bilateral ectopic pregnancy. The bhuman chorionic gonadotropin, which had been raised preoperatively, became normal-confirming complete removal of the pregnancies. The patient was counselled on her high risk of ectopic pregnancy and advised to attend for an early ultrasound scan in any future pregnancies.
COMMENT
In the UK about 11 in 1000 pregnancies are ectopic. 1 The most recent Confidential Enquiry into Maternal Deaths, reports 11 deaths from this cause in the past triennium; the number has been rising since 1991-1993. Synchronous bilateral ectopic pregnancy is very rare, and in most cases results from assisted reproduction techniques. The incidence is thought to be somewhere between 1 in 125 and 1 in 1580 extrauterine pregnancies. 2 Of the handful of reported cases of spontaneous bilateral ectopics, one came from our own hospital. 3 Comprehensive clinical guidelines for the treatment of ectopic pregnancy have been published by the Royal College of Obstetricians and Gynaecologists. 4 Because of its rarity, synchronous ectopic pregnancy is not covered, but the principles of treatment can still be applied. Laparoscopic surgical treatment is preferred to open procedures, because the patient recovers more quickly and subsequent rates of intrauterine and ectopic pregnancy are similar. 5 Our patient, because of her acute symptoms, was not suitable for either laparoscopic surgery or medical management with methotrexate. At the time of surgery, examination of the contralateral tube governs treatment. In the present case the left tube had been destroyed, so salpingectomy A man aged 62 and previously in good health was seen an hour after the abrupt onset of left iliac fossa pain and vomiting. He was afebrile, normotensive, and in sinus rhythm, and the only abnormality on examination was an area of tenderness in the lower left quadrant of the abdomen. Urine analysis, blood count, serum amylase, and tests of renal and liver function were all normal. A chest radiograph showed borderline cardiomegaly; abdominal X-ray was unremarkable. The pain improved with opioids and he was discharged home. He returned a week later, troubled by dull and unrelenting abdominal discomfort. This time he had epigastric tenderness and he was in atrial fibrillation. The electrocardiogram also showed borderline intraventricular conduction delay and nonspecific repolarization abnormalities. The previous heart tracing was examined for signs of ventricular pre-excitation but none were found. (Blood specimens taken at this time subsequently revealed above-normal C-reactive protein [119 mg/L] and D-dimer [0.44 mg/mL] and normal serum amylase and renal function tests.) An intra-abdominal abscess was suspected and CT imaging was arranged, but he had a sudden cardiac arrest from which he could not be resuscitated.
Necropsy revealed extensive infarction of the left kidney, the artery to which was completely occluded by an embolus. From its appearance the infarction was judged to have occurred several days before death. The heart was greatly enlarged; the left ventricle in particular was severely hypertrophied. The heart valves were normal, and no intracardiac thrombus was found. Serial myocardial slices revealed no evidence of acute or old ischaemic changes, and the coronary arteries were only mildly atherosclerotic. Despite a diligent search including other abdominal organs and the brain, there was no evidence of embolism elsewhere. The death was attributed to a lethal arrhythmia that had arisen from previously unrecognized structural heart disease.
Case 2
A man of 76 who had been experiencing intermittent angina for the past three months was seen after two days of leftsided flank pain and nausea. Two weeks previously, while on holiday in the USA, he had had a sudden and severe attack of right lower quadrant abdominal pain with vomiting. A CT scan there had revealed two hypodense lesions in his right kidney, thought to 
